Investigations: ECG normal. A lumbar aortogram revealed complete occlusion of the aorta immediately distal to the renal arteries.
Operation (1.1.65; H E): Surface hypothermia (33°C). Aorto-iliac thrombo-endarterectomy.
He remains well and free from claudication with all pulses present in both limbs. Sexual potency has returned.
Discussion
The father of aortic surgery was Sir Astley Cooper of Guy's Hospital who ligated the abdominal aorta of Charles Hutson aged 38 on Wednesday, June 24, 1817. The indication was a rapidly expanding and leaking iliac aneurysm. Graham (1814) described a specimen of laminated clot occluding the aortic bifurcation but by 1899 Welch could collect only 14 cases of thrombotic occlusion of the aorta.
It was Rene Leriche who gave a full description of the clinical features of occlusion of the lower end of the aorta and by 1940 he was able to report on 5 patients on whom he had operated for this condition and another 20 in whom he had found occlusion of the lower end of the aorta at the time of performing a lumbar sympathectomy. He enumerated the symptoms as: First (in true French fashion), the impossibility of sustaining an erection and sexual impotence, a condition which has been nicknamed 'penile limping' or 'penile claudication'. Second, extreme fatigability of the lower limbs (this in fact is not particularly common and patients more often have typical claudi- In the terminal phase the legs and feet become cyanotic and progressive gangrene occurs.
Leriche himself foretold that the condition would be treated by some type of arterial reconstruction and this was made possible by Dos Santos (1947) of Lisbon who introduced thromboendarterectomy.
In most instances the aortic occlusion is situated comfortably below the renal vessels, enabling the aorta to be clamped safely while allowing renal perfusion to take place. In the present instance (Fig 1) the block was close to the renal vessels and cross-clamping had to be carried out above them for a period of 15 minutes while the upper part of the aorta was first cleared then sutured. Following this,the clamps were shifted below the renal vessels allowing endarterectomy to proceed distally while renal perfusion could now take place. Surface hypothermia was used to protect the kidneys during this period of ischmmia and there was no subsequent impairment of kidney function.
The prognosis following endarterectomy of the aorta and iliac arteries is good since the high flow rate through these wide-bore tubes renders subsequent rethrombosis relatively unusual. It must always be borne in mind, however, that arteriosclerosis is a generalized disease and therefore the other serious manifestationscardiac, cerebral and renaloften become manifest subsequently in this type of patient. Hwemodynamic data during recovery (Fig 2) : Cardiac output was 2-1 1/min, stroke volume 22 ml with a high peripheral resistance at 38 units.
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